Case reports

Case 1
A 40-year-old multiparous patient presented to us with the complaint of excessive itching in the perineum. On examination, she was of average built. General physical examination was normal with no palpable lymph nodes. Systemic examination did not reveal any abnormality. On examination, multiple excoriation marks were seen on the labia with erosion. Bimanual examination showed a normal-sized, anteverted, mobile uterus with no palpable adnexal masses or forniceal tenderness. Per rectum examination also revealed no abnormality. She underwent vulvoscopy and colposcopy. White patches on the labia majora and minora were seen (right > left) along with a few raised areas. Mild acetowhitening of cervix was seen but visual inspection with Lugol's iodine was negative. Papanicolaou smear was reported as negative for intraepithelial lesion or malignancy. Multiple directed labial biopsies were taken, which reported giant cell granulomas.
Case 2
A 60-year-old multiparous postmenopausal woman came to us with discharge per vaginum. The patient was of thin build and general physical examination was essentially normal; there were no palpable inguinal or supraclavicular lymph nodes. with ectropion. Bimanual pelvic examination revealed a normal sized retroverted, mobile uterus with no palpable adnexal mass or forniceal tenderness. Papanicolaou smear was inflammatory. On colposcopy, multiple areas of increased vascularity with acetowhite areas were seen. Visual inspection with Lugol's iodine was negative; directed cervical biopsies were taken, which revealed granulomatous inflammation (Fig. 1 ).
The spouses of the patients were examined and no evidence for tubercular lesion was found. Antibody tests for human immunodeficiency virus (HIV) were negative in both patients. Both patients were treated with antitubercular chemotherapy with four drugs (isoniazid, rifampicin, pyrazinamide, and ethambutol) for 6 months.
Ethical considerations
Informed written consent was taken from both patients regarding the submission of cases as well as photographs. Ethical clearance was obtained from the Ethics Committee of University College of Medical Sciences and Guru Tegh Bahadur Hospital, Delhi, India.
Discussion
Genital tract tuberculosis (TB) is usually secondary to extragenital TB. The upper genital tract is usually involved in genital TB, affecting fallopian tubes and endometrium. Cervical TB is uncommon, responsible for 0.1-0.65% of all cases of TB and 5-24% of genital tract TB [1] . TB of the vulva is even rarer and is seen in only 1-2% of cases of genital tract TB [2].
The incidence of genital TB is higher in developing countries. With the rising incidence of HIV infection, associated genital TB incidence is on the rise. Approximately 9% of all extrapulmonary TB cases are genital tract TB [3] .
Fallopian tubes and ovaries are commonly involved, with other pelvic organs such as the vagina, vulva, myometrium, and cervix less commonly so. Spread to these sites is either by hematogenous, lymphatic dissemination, or direct extension. About half of the patients are asymptomatic. Besides constitutional symptoms, symptomatic cases usually present with abnormal vaginal bleeding, menstrual irregularities, abdominal pain, and local ulcers [4] .
TB of the uterine cervix may present as papillary or vegetative growth with or without ulceration mimicking invasive cervical cancer. Agrawal et al. [5] and Elkattan et al. [6] reported two such cases of cervical TB that simulated cervical carcinoma.
Vulval TB was first described by Bates and Rucker [7] . Lesions are usually ulcerative. Kaur and colleagues [8] described such a case of vulval TB that presented as an ulcerative lesion. A hypertrophic variety of vulval TB is very uncommon; such a case was described by Tiwari et al. [9] . Suppuration and ulceration of the inguinal lymph nodes may occur.
The diagnosis of the cervical and vulvovaginal TB is usually made by histological examination of cervical and vulvovaginal biopsy specimens, respectively. Isolation of mycobacterium is the gold standard for diagnosis. Presence of typical granulomata is sufficient for diagnosis. Culture may not be very useful as about a third of cases turn out to be negative. Also, staining for acid-fast bacilli may be unyielding [10] . Newer diagnostic tests such as enzyme-linked immunosorbent assay and polymerase chain reaction may help in earlier detection of TB. Concomitant HIV testing should also be done, especially in areas with high HIV prevalence. There should be a high index of suspicion of genital TB in women from areas where HIV and TB are common. One such case was reported by Lamba et al. [11] where a patient who attended a genitourinary clinic was found to have cervical TB in association with HIV infection.
The differential diagnosis for granulomatous disease of the cervix includes amoebiasis, schistosomiasis, brucellosis, tularaemia, sarcoidosis, and foreign body reaction [12] . Few ulcerative lesions may simulate invasive cervical cancer. A vulval tubercular ulcer may also be misdiagnosed as syphilis or chancroid, and rarely as vulval malignancy.
Conclusion
Genital tract TB should always be considered as the differential diagnosis of suspicious genital lesions, particularly in developing countries where TB is so common. The aim of reporting these cases is to highlight atypical presentations of TB. Our cases bring forth the uncommon features of a very common disease, highlighting the unending ways TB can manifest.
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